
Student Log of School Health Assistant Services 
 

Student: ___________________    _____________________ DOB: _________ 
                Last    First 
 
Medicaid Number: __ __ __ __ __ __ __ __ __ __ __ __ School: _____________  
 
Teacher: _______________ Physician: _______________ Phone: ___________ 
 
RN: __________________________  _____________________   __________ 
         Name     Signature    Initials 
 
Health Assistant: __________________  ______________________  ________ 
   Name      Signature          Initials 
 
Date Time 

of Day 
Amt. of 
Time 

 
Procedure 

 
Comments 

(Must be completed) 
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Key for Documentation by Exemption: 
N = Normal 
V = Variance from normal or standard   
                                                      
Each unit = 15 minutes.  Units more than the assigned must be explained.    
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